Heart failure after myocardial infarction is the leading cause of mortality and morbidity worldwide. Existing medical and interventional therapies can only reduce the loss of cardiomyocytes during myocardial infarction but are unable to replenish the permanent loss of cardiomyocytes after the insult, which contributes to progressive pathological left ventricular remodeling and progressive heart failure. As a result, cell-based therapies using multipotent (adult) stem cells and pluripotent stem cells (embryonic stem cells or induced pluripotent stem cells) have been explored as potential therapeutic approaches to restore cardiac function in heart failure. Nevertheless, the optimal cell type with the best therapeutic efficacy and safety for heart regeneration is still unknown. In this review, the potential pros and cons of different types of multipotent (adult) stem cells and pluripotent stem cells that have been investigated in preclinical and clinical studies are reviewed, and the future perspective of stem cell-based therapy for heart regeneration is discussed.
Introduction
Heart failure (HF) due to loss of cardiomyocytes caused by myocardial injuries, especially myocardial infarction (MI), is the leading cause of mortality and morbidity worldwide [1] . Current pharmacological and interventional therapies can only reduce the loss of cardiomyocytes during MI but are unable to replenish the permanent loss of cardiomyocytes after the initial insult, which contributes to progressive pathological left ventricular (LV) remodeling. Indeed, a significant proportion of MI survivors develop progressive HF despite successful revascularization of the coronary arteries. While heart transplantation is a curative therapy for severe HF, this therapy is only feasible in a minority of HF patients due to limited organ supply. As a result, cellbased therapies using multipotent stem cells (adult stem cells) and pluripotent stem cells (embryonic stem cells (ESCs) or induced pluripotent stem cells (iPSCs)) have been explored as potential therapeutic approaches for cardiac regeneration. Nevertheless, the optimal delivery method, efficiency and safety of these different types of stem cells for transplantation are still unknown. The objective of this review is to evaluate the pros and cons of different stem cell-based therapy approaches for heart regeneration in pre-clinical and clinical studies.
Promises of stem cell therapy for heart regeneration
While multipotent cardiac stem cells (CSCs) exist in mammalian heart, they only contribute to very limited numbers of new cardiomyocytes after birth. Dedifferentiation of the existing cardiomyocytes rather than cardiogenesis from endogenous CSCs appears to be the major mechanism of myocardial repair during aging and after injury [2] . Unfortunately, these mechanisms are rather ineffective for myocardial regeneration in mammalian hearts and decline with age. As a result, transplantation of exogenous stem cells into the injured heart to enhance cardiogenesis has been investigated as a therapeutic approach for heart regeneration.
Currently, two major types of stem cells are being investigated: multipotent stem cells (adult stem cells) and pluripotent stem cells (ESCs or iPSCs) have been studied as potential cell sources for heart regeneration. Adult stem cells can be isolated from different tissues, such as skeletal muscle, adipose tissue, peripheral blood or bone marrow (BM), while ESCs and iPSCs are pluripotent stem cells that are isolated from blastocysts of human embryos and derived via reprogramming from somatic cells, respectively (Figure 1 ). Pre-clinical and clinical studies showed that transplantation of these multipotent or pluripotent stem cells can improve cardiac function in infarcted heart. Nevertheless, the mechanism by which these stem cells improve cardiac function after transplantation remains unclear. While the initial promise is that these transplanted stem cells can directly differentiate into cardiomyocytes, most recent studies have suggested that neither multipotent [3, 4] nor pluripotent stem cells [5, 6] can survive long term and thus do not directly contribute to substantial heart regeneration. These findings suggest that most of their beneficial effects on heart function after transplantation are attributed to various degrees of other indirect actions, including paracrine actions [7, 8] , modulation of extracellular matrix and apoptosis [9] and mobilization of endogenous stem cells [10] (Figure 1 ). Unfortunately, the paracrine factors secreted or released as well as the relative contributions of other indirect repair mechanisms that are attributed to different types of stem cells for the improvement of cardiac function have yet to be determined. On the other hand, direct cardiac regeneration using pluripotent stem cells might still be achievable if some of the major hurdles related to their preparation, engraftment and survival can be addressed in the future.
Types of stem cells

Multipotent (adult) stem cells
Different types of adult stem cells that are proven to be multipotent, including skeletal myoblasts, hematopoietic stem cells (HSCs), endothelial progenitor cells (EPCs), mesenchymal stem cells (MSCs), and CSCs, have been investigated for heart regeneration (Figure 1 ). These adult stem cells can be isolated from patients for autologous transplantation without risk of immunological rejection, and thus are more feasible and readily available for clinical testing. Indeed, these stem cells are currently being investigated for treatment of acute MI, chronic myocardial ischemia and HF ( Figure 2 ).
Skeletal myoblasts
Skeletal myoblasts are skeletal muscle precursor cells that can be isolated from skeletal muscle biopsies and expanded ex vivo to quantities sufficient for autologous transplantation [11] . In an animal model of MI, skeletal myoblasts engrafted into the infarcted myocardium and could be differentiated into myotubules after transplantation to improve cardiac function [12] . Unfortunately, subsequent clinical trials showed that skeletal myoblast transplantation did not improve cardiac function after HF and may increase the risk of ventricular tachyarrhythmias. The proarrhythmia that occurs after skeletal myoblast transplantation may be attributed to the loss of connexin-43 expression after in vitro differentiation and results in the failure of electrical integration with the host myocardium [13] . While these studies suggest that skeletal myoblasts might not be the optimal cell type for cardiac regeneration, the insights obtained from these results have highlighted the important issue of potential proarrhythmias after stem cell therapy.
Bone marrow-derived cells
Adult BM is a rich source of stem cells -HSCs, EPCs and MSCs constitute up to approximately 2% of the total BM cell populations. Similar to skeletal myoblasts, these BMderived stem cells can be readily harvested and isolated based on their expression of surface markers and expanded ex vivo for autologous transplantation without any immune rejection. HSCs and EPCs can be isolated from BM cells through selective sorting for a particular set of surface antigens, including Linc-kit + , Sca-1 + , CD34, CD38, CD45, CD133, and KDR [14] [15] [16] ; MSCs can be isolated and expanded easily from BM cells due to their ability to adhere to culture dishes, and can be further characterized by their expression of CD44, CD54 and CD105 [17, 18] . In vitro experiments have shown that these BM-derived stem cells are able to trans-differentiate into various cell types, including neurons, hepatocytes, skeletal muscles and cardiomyocytes under appropriate culture conditions [19, 20] . Experimental studies suggested that transplantation of unselected BMderived cells or selected HSCs, EPCs or MSCs into the acute or chronic ischemic myocardium result in various degrees of in vivo neo-angiogenesis, and improvement in cardiac function. As discussed above, indirect actions, such as paracrine effects, rather than direct cardiac transdifferentiation of these BM-derived cells, are likely the major mechanism for the improvement of cardiac function after transplantation. The encouraging results from preclinical studies with different types of BM-derived cells (including mononuclear BM cells, HSCs, EPCs and MSCs) resulted in a series of pilot clinical trials investigating the potential therapeutic use of these BM-derived cells in patients with acute MI, chronic myocardial ischemia and HF ( Figure 2 ). Despite the high degree of heterogeneity in terms of cell population, dose, preparation and delivery methods, meta-analysis of these clinical trials [21, 22] did suggest that transplantation of these BM-derived cells is remarkably safe, has modest effects with regard to reducing LV dysfunction and remodeling after acute MI, and improves symptoms in patients with chronic myocardial ischemia. On the other hand, the clinical efficacy of these BM-derived stem cells in patients with more severe LV dysfunction after MI [23] or chronic HF [24] appears to be less impressive or negative. This is likely attributed to their poor direct cardiogenic potential to achieve true myocardial regeneration in the setting of severe LV dysfunction. Furthermore, the therapeutic effects of BM-derived cells for autologous transplantation are also limited by the reduction in their numbers as well as impairment of proliferation and function associated with ageing and co-morbidities in patients with cardiovascular diseases [25, 26] . Therefore, it is challenging to yield sufficient functional BM-derived stem cells via direct isolation or ex-vivo expansion for transplantation ( Figure 3 ).
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Currently, there are very limited data directly comparing safety and efficacy between these different types of BMderived cells for therapeutic use. Nevertheless, emerging data suggest that more selected populations of these BMderived stem cells, such as CD34(+) EPCs or MSCs, rather than BM mononuclear cells or HSCs, might have better therapeutic efficacy [27, 28] .
Endothelial progenitor cells
By definition, EPCs represent a subset of progenitor cells that circulate in the BM and peripheral blood that have the ability to differentiate into endothelial cells. EPCs are mobilized from the BM into the peripheral circulation in response to stress as well as hematopoietic growth factors and thus can be collected for therapeutic use with an apheresis system based on their expression of surface markers, such as CD34 and CD133 [28] . Although isolation of EPCs from peripheral blood is less invasive than direct BM cell harvesting, the number of EPCs obtained is lower, and is associated with the cost and potential side effects related to the use of growth factors. While the therapeutic effects of EPCs might be better than those with nonselected BM cells, these share a lot of limitations as therapeutic agents, such as reduced numbers and functional capacity of EPCs in patients with cardiovascular diseases, and a very limited capacity for ex vivo expansion to yield sufficient numbers for transplantation [25, 26] .
Mesenchymal stem cells
MSCs are a subset of stem cells from the stroma of BM as well as other sources, such as adipose tissues, cord blood and placenta, that are positive for CD44, CD54 and CD105, but negative for HSC markers CD34 and CD133. In the BM, they account for only about 0.01% of the BM mononuclear cell fraction. MSCs can be isolated and expanded easily from BM or other sources due to their ability to adhere to culture dishes [17, 18] . MSCs are denoted by their ability to differentiate into cells of the mesenchymal lineage. However, many studies have reported that MSCs also have pluripotent plasticity and are able to differentiate into other somatic cell types in vitro, including cardiomyocytes [29, 30] . Indeed, preclinical studies in animal models of MI have demonstrated that transplanted MSCs have the potential to differentiate into cardiomyocytes [31] , smooth muscle cells [32] and endothelial cells [33] . Moreover, experimental studies have shown that MSC transplantation can induce angiogenesis in ischemic myocardium and improves myocardial function [34, 35] . Pilot clinical trials showed that autologous MSCs could improve cardiac function in patients with acute MI [36, 37] and HF [38] . Furthermore, these cells possess low potential for immune rejection due to the low level of expression of class II major histocompatibility complex II antigen and can inhibit the proliferation and function of immune cells, such as T cells, B cells, natural killer cells and dendritic cells [39, 40] . Therefore, MSCs may be used as a cost-effective 'off-the-shelf' allogeneic cell source for the treatment of MI and HF. Indeed, recent studies [41] have shown that allogeneic MSCs are as effective as autologous MSCs for the treatment of acute MI. Therefore, there is a growing interest in using MSCs as a therapeutic agent for heart regeneration as they can be more easily obtained from different sources than other stem cells, expanded ex vivo to yield sufficient numbers and used in autologous or allogeneic fashion for transplantation ( Figure 2 ). While their ability to transdifferentiate into cardiomyocytes seems to be as low as other BM-derived cells, priming of autologous MSCs to enhance their cardiogenic potential using a cocktail of growth factors is safe and feasible, and can improve functional class and LV function in patients with ischemic cardiomyopathy [42] . Whether this approach can enhance true direct regeneration of cardiomyocytes via the transplanted modified MSCs needs further investigation. Furthermore, the relative therapeutic efficacy of MSCs derived from different sources for heart regeneration is also unclear. Recent studies suggest that MSCs derived from pluripotent stem cells such as ESCs [43] or iPSCs [44] are superior to BM-derived MSCs for tissue repair.
Cardiac stem cells
While the heart has been considered to be a terminally differentiated organ, different populations of endogenous CSCs in low numbers have recently been identified in adult mammalian heart [2] . Different populations of CSCs residing in the myocardium can be classified based on their phenotypes (cardiospheres and cardiac side population cells) or expression of surface markers, including c-kit + , sca-1 + , and Isl1 + , and their ability to differentiate into functional cardiomyocytes in culture [45] . These resident CSCs can be obtained from surgical and endomyocardial biopsy, and expanded ex vivo for autologous transplantation. In experimental models of MI, transplanted or mobilized resident CSCs can engraft and acquire cardiac and vascular phenotypes in infarcted myocardium to improve myocardial perfusion and LV function [46, 47] .
Pilot clinical trials with intracoronary infusion of autologous cardiospheres [48] and c-kit + CSCs [49] in patients with ischemic cardiomyopathy have demonstrated that transplantation of these CSCs was safe and had potential beneficial therapeutic effects. While it has been proposed that these CSCs are more cardiogenic and have potential to achieve direct heart regeneration ( Figure 2 ), available results from these pilot clinical trials did not convincingly demonstrate sufficient heart regeneration due to the modest [48] or lack [49] of sufficient improvement of LV function after transplantation. Although cardiac magnetic resonance imaging in these studies showed increased viable myocardium at targeted regions after transplantation, the relative contributions of direct trans-differentiation to cardiomyocytes versus myocardial repair via indirect mechanisms after CSC transplantation remain unclear ( Figure 1 ). Similar to other adult stem cells, the poor engraftment and survival of CSCs after transplantation remain major issues. Furthermore, the relative therapeutic efficacies of different populations of CSCs for heart regeneration are also unclear [50] .
Future roadmap for adult stem cells
Currently, several types of adult stem cells, including BMderived cells, MSCs and CSCs, are being investigated for the treatment of acute MI, chronic myocardial ischemia and HF ( Figure 2 ). The relative accessibility and lack of immune rejection of these autologous cells make their translation from preclinical to clinical studies easy. Overall, transplantation of these adult stem cells is feasible and remarkably safe, without evidence of tumor formation or proarrhythmias, except for skeletal myoblasts. Unfortunately, skeletal myoblasts failed to fulfill the initial promise of heart regeneration with only modest or no improvement in LV function and clinical outcomes. Several major ongoing trials ( Table 1 ) will try to address whether the use of BM mononuclear cells can improve clinical outcome and reduce mortality in patients with acute MI. The majority of the trials used autologous BM or MSCs in patients with acute MI or ischemic cardiomyopathy. Moreover, both intracoronary and intramyocardial injection of those cells is being tested. In general, the major shortcomings of these adult stem cells include limited cardiogenic potential, low proliferative ability, poor engraftment and survival after transplantation, and reduced numbers and function in sick patients with severe cardiovascular diseases (Figure 3) . As a result, alternative cell types, such as MSCs or cardiac stem cells derived from allogeneic and non-BM sources, such as adipose tissue and umbilical cord, and modified MSCs or cardiac stem cells, which have been proposed to have superior therapeutic efficacy to autologous BM-derived cells, are also under clinical investigation (Table 1) . Currently, MSCs and CSCs seem to be the most promising adult multipotent stem cell therapy. Nevertheless, the optimal cell type, methods and timing of delivery and mechanisms of action need to be further investigated. Moreover, various combinations of these adult stem cells may prove to be more effective than just a single stem cell type in the future [51] .
Pluripotent stem cells
While adult stem cells have varying cardiogenic transdifferentiation ability, pluripotent stem cells, such as ESCs and iPSCs, have unambiguous potential for differentiation into functional cardiomyocytes. Most important, these pluripotent stem cells are able to self-renew indefinitely as an unlimited cell source for tissue regeneration. Under appropriate culture conditions with selected growth factors, both ESCs [52] and iPSCs [53] can be differentiated into cardiomyocytes in vitro. As a result, ESC-or iPSC-derived cardiomyocytes have been considered to be one of the most promising cell sources for cardiac regeneration.
Embryonic stem cells
ESCs are pluripotent cells derived from the inner cell mass of blastocysts of the developing embryo and have the ability to differentiate into derivatives of the three primary germ layers: ectoderm, endoderm and mesoderm. As the 'prototype' of pluripotent stem cells, ESCs are capable of selfrenewal and propagating themselves indefinitely under defined conditions. Because of their potentially unlimited capacity for self-renewal, ESC therapies have been proposed for regenerative medicine and tissue replacement after injury. Previous studies have shown that transplantation of murine ESC-derived cardiomyocytes can couple functionally with host cardiomyocytes, stimulate formation of new blood vessels, inhibit apoptosis and improve myocardial function in an animal model of MI [54, 55] . Compared with BM cells, transplantation of purified ESC-derived cardiomyocytes was more effective for improving LV function after MI [56] . Similarly, preclinical studies have demonstrated that human ESC-derived cardiomyocytes can survive, proliferate and mature after transplantation to improve LV function in a mouse model of MI [57, 58] . Furthermore, the transplanted human ESC-derived cardiomyocytes were found to be electromechanically integrated with host cardiomyocytes and reduced the risk of inducible cardiac arrhythmia without teratoma formation [59] . However, the number of engrafted ESC-derived cardiomyocytes remained small and the functional benefit observed early after transplantation of human ESC-derived cardiomyocytes was not sustained over long-term follow-up [58, 60] . Nevertheless, there are several major concerns related to the clinical application of human ESC-based therapies. First, there are relevant ethical and regulatory issues that need to be addressed. Second, despite the lack of teratoma formation in animals, the potential risk of tumorigenicity after transplanting a large number of human ESC-derived cardiomyocytes remains unclear. It is a major challenge to produce clinical grade, high purity ESC-derived cardiomyocytes as transplanting undifferentiated ESCs carries the risk of teratoma formation [61] . Third, as ESC-derived cardiomyocytes are allogeneic cells, long-term immunosuppression will be required. Moreover, the long-term survival rate of these isolated transplanted cellular grafts, even with the use of immunosuppression, is unknown. Fourth, the heterogeneous phenotypes and maturity of ESC-derived cardiomyocytes can be problematic. Compared with adult mature cardiomyocytes, ESC-derived cardiomyocytes comprise a mixed cell population, such as nodal, atrial and ventricular phenotypes [52] , as well as immature electrophysiological properties, including lengthened action duration and depolarized resting membrane potential [5, 52] . Transplantation of these mixed populations of immature cardiomyocytes with spontaneous electrical activity might induce cardiac arrhythmias early after transplantation before they are fully matured and integrated in vivo with host cardiomyocytes [62, 63] .
Induced pluripotent stem cells
Recent breakthroughs in the generation of pluripotent iPSCs via 'forced' expression of specific genes (Oct3/4, Sox2, Klf4, c-Myc or Oct3/4, Sox2, Nanog, Lin28) in somatic cells [64, 65] might overcome some of the limitations of human ESCs for heart regeneration. As iPSCs are generated from human somatic cells there are no ethical dilemmas as with human ESCs, and they can theoretically provide autologous cells for transplantation without the need for immunosuppression. Similar to ESCs, iPSCs are pluripotent stem cells that can be differentiated into cell types from all three germ layers in vitro. Indeed, iPSCs can also be differentiated into functional cardiomyocytes and have similar therapeutic efficacy as ESC-derived cardiomyocytes for heart regeneration. After transplantation into the animal model of MI, iPSC-derived cardiomyocytes were able to survive and integrate with host myocardium to improve LV function and attenuate LV dilatation [66, 67] . However, iPSCs appear to be more tumorigenic than ESCs and produced massive teratomas after transplantation into immune-deficient hosts [68, 69] . Similar to ESCs, the ability to differentiate and purify these iPSC-derived cardiomyocytes to reduce the risk of teratoma formation is critical for future development of iPSC-based therapy. Moreover, the use of viral vectors in the reprogramming procedure may result in mutagenesis or malignant transformation. As a result, it is important to optimize other methods for reprogramming, such as gene delivery via non-integrating viruses, plasmid DNA or recombinant DNA, before clinic applications [70, 71] .
Future roadmap for pluripotent stem cells
As discussed above, only ESCs or iPSCs are pluripotent stem cells that possess the ability to produce sufficient amounts of functional cardiomyocytes on a large scale for 'true' heart regeneration (Figure 4 ). On the other hand, the risks of using ESC-or iPSC-derived cardiomyocytes in the clinic are much higher than with adult stem cells due to the potential risk of tumorigenicity and proarrhythmias. Several main hurdles need to be addressed before their clinical application. First, further development of differentiation protocols to yield high purity (100%) functional cardiomyocytes at large scales (tens to hundreds of billions) without the need for any genetic modification for sorting is needed. Second, future studies are needed to determine the optimal degree of maturation of ESC-or iPSC-derived cardiomyocytes for transplantation. While heterogeneous and immature electrical phenotypes of these cells might contribute to proarrhythmias, fully mature cardiomyocytes have poor survival and engraftment after transplantation [72] . Third, the substantial cost associated with generation of clinical grade ESC or iPSC lines, as well as their differentiation and purification under good clinical practice at large scales, will limit their feasibility as cell sources for heart regeneration in the majority of patients. Fourth, future strategies are needed to address the issue of poor engraftment and survival of these cells after transplantation, as with adult stem cells. Finally, other than the potential application of iPSCs for cardiac regeneration, they have been proposed as an in vitro platform for specific drug screening and testing.
The preliminary characterization of iPSC-derived cardiomyocytes and their validation with over 40 drugs of known activity suggests that these cells could serve as a new tool to develop pharmacologically relevant in vitro screens to detect cardiotoxicity while improving patient safety and reducing the economic burden of drug attrition [73, 74] .
New strategies to improve stem cell survival and engraftment
As discussed above, the major roadblocks for the clinical application of both adult stem cells and pluripotent stem cells are significant cell death and apoptosis, lack of cell engraftment, and poor differentiation after transplantation. Prior studies have shown that only less than 10% of the BM cells were detected in the infarcted myocardium within 2 hours after injection [75, 76] . Similarly, only a very small proportion of ESC-derived cardiomyocytes could be observed in the infarcted myocardium after transplantation [62] . Furthermore, in post-infarcted heart, both adult cardiomyocytes and the surrounding extracellular matrix, which provides support to the cardiomyocytes, are destroyed. Therefore, it is likely that the inflammatory milieu of the ischemic environment and the lack of extracellular matrix may be the major reason for cell death after transplantation. Currently, a number of different strategies have been proposed to enhance cell survival and engraftment by ischemic preconditioning and transgenic overexpression of antiapoptotic factors (for example, stromal derived factor-1α and insulin-like growth factor-1) [77, 78] and prosurvival and pro-angiogenic factors (for example, Akt and vascular endothelial growth factor) [79, 80] .
Another approach is via cardiac tissue engineering by combining scaffold materials and cells to optimize cell survival and engraftment [81, 82] . It is likely that these transplanted cells will require a supportive biochemical, physical, and spatial environment for optimal survival that allows them to differentiate and integrate with the infarcted myocardium. Common cardiac tissue engineering strategies include an engineered 'vehicle' that facilitates cell growth and proliferation. This may be a scaffold, a patch or cell sheet made of either natural or synthetic polymeric materials similar to the native extracellular matrix, such as gelatin, collagen, fibrin, Matrigel, alginate and poly (lacticco-glycolic acid). Moreover, these 'vehicles' also provide mechanical support to ventricular chamber integrity in order to limit ventricular wall dilatation, and thus provide a favorable environment for the transplanted cells to enhance cell survival, proliferation and differentiation. The ideal materials should also be biodegradable and nonimmunogenic.
In general, cardiac tissue engineering can be achieved via either in vitro or in vivo approaches. In the in vitro approach, cardiac tissue engineering consists of in vitro generation of a cellular patch by seeding cells on scaffolds or patches that are then attached on the epicardial surface of the myocardium. The advantage of in vitro cardiac tissue engineering is the possibility of controlling the shape and size of the constructs and improving viability of the seeded cells. The main limitation of this approach is that implantation of these materials involves an invasive open-chest procedure and the implanted patches may affect the electrical and mechanical properties of the host myocardium if they fail to integrate. For in vivo cardiac tissue engineering, a mixture of biomaterials and transplanted cells is injected into the damaged myocardium. The advantage of this approach is that it is minimally invasive without the need for major surgery. On the other hand, the growth and differentiation of the transplanted cells in the biomaterial cannot be controlled or optimized before transplantation. Nevertheless, both in vitro and in vivo cardiac tissue engineering using BM stem cells [83] , CSCs [84] and ESC-derived cardiomyocytes [85] have been shown to increase cell engraftment, enhance angiogenesis and improve LV function after transplantation.
Future perspectives of stem cell therapy for heart regeneration
Stem cell therapy is a promising therapeutic approach for the treatment of HF. It is still at an early stage of development, however, and many issues remain to be addressed. Preclinical studies and pilot clinical trials have revealed many limitations of current stem cell therapies based
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High cardiogenic potential Unlimited proliferative potential mainly on adult stem cells, including significant cell death and apoptosis, lack of cell engraftment, and limited heart regeneration after cell transplantation. Both adult and pluripotent stem cells have their own advantages and disadvantages as cell sources for heart regeneration. Although no major safety concerns were raised during initial clinical trials using autologous adult stem cells, potential adverse side effects, such as the risk of proarrhythmia and tumor formation, need to be carefully monitored if we intend to use allogeneic and pluripotent stem cells in the future. Furthermore, strategies that improve therapeutic efficacy as well as cellular survival and engraftment, such as modified stem cells, mixed stem cells and cardiac tissue engineering, are under development. Finally, techniques that can induce trans-differentiation of somatic cells directly into functional cardiomyocytes in vitro and in vivo have also been developed recently, and may be proven to be a more effective strategy for promoting endogenous heart regeneration rather than transplanting exogenous stem cells in the future [86] .
